MISSOURl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63—012943

DEPARTMENT OF PUBLIC HEALTH AND WEL FARK,
- O NOT WRITE AMENDED REE'tL &fﬂ No. ____,___3(_‘_..J’nmary Registration: District Mo, T _Registrar's No,

? 3-2 STATE FILE NUMBER . -

. sl

ON THIS STUR

€ f
1. PLACE OF DEATH [ '383 s 2, USUAL RESIDENCE {Where decessed lived. If institution: Residence bLefore.

a8, COUNTY a. STATE b. COUNTY ~. 4 - = sdmilssi
St Francorss Mo - St Francpis®™ e
b. CITY (If outside corporate limits; give TOWNSHIP only) Length of stay in Tb- e CITY Inside Limits

CR
S/ oa i pod Coyrs, 1o [ epdfrwood Yo B7Ne O
. FULL NAME OF {If NOT in howpital, glve location) = Irlside Limits | d. STREET [If cutside, give location) Reside on Farm

HOSPITAL © ‘
INSTITUTION. HD ~e Y No[J AR 22 £ g Yes [ No @

. NAME OF DECEASED First Middla Last 4, DSTF. Month Day Year
F

(Type or print) be[-%’ @' &make DEATH /1/{61 }—-{A 7 /?é.:?

. SEX N COLOR OR RACE 7. Moﬂ'iedlm Never Married [ 18. DATE OF BIRTH 9. AGE (last birthday} l:ﬂol:l‘NhDER 1 YEAR IF UNDER 24 HR
. Widowed [] Divarced ] the | Days Hours Min.
Male White 7-2-/8871 75

10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

g irm:em"ofwﬁkmlﬁ aven if ratirad)} S%MAM FP—&(‘!CIP) Vt'”a,qe ‘ Ma, ' (,(-S-d_,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME H4.” NAME OF MUSSBNG OR WIFE

W [ff' m G.Shumake | Sarah Wells Harerietd SAumake;

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 ESACIAL EECHIDITY MM 17.  INFORMANT Address

(Yes, nNcunlmown)lufyes, give war or dates of serv| Haf‘f“/e.']L'I(’ SAL{MAkE Ledo(wood D;

| 18. CAUSE OF DEATH (Enter only one cause per ling—or iy INTERVAL BETWEEN
PARY |. DEATH WAS CAUSED BY; 4 ONSET AND DEATH
IMMEDIATE CAUSE (2} M "‘JWMW— 7 a(m.'p’
Conditions, if any, BUE Togtb) . A

VS5.300
Rev. 4/59

pgqo
0992,

DATE AMENDED

DOCUMENT

which gave rise to
above csuse (a),
stating the under-
lying couse last. DUE TO (<)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. 1f deceased was female weas
disease condition given in PART ) {a) . there a pregnancy in tast 90 days.

l[j Yes I O Neo I 0 Unknown

79, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in PART | or PART 11 of item 1B.)
PERFORMED? ] m} O
YES [ NO K

20c. TIME OF Houwr Month, Day, Yesr
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

p.m.

20d. INJURY GCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE'AT WORK (] farm, factory, street, office bidg., efc.)
NOT WHILE AT WORK [J

21. | attended the decessed ﬁom_MM, Mﬁau saw ‘%Iiw UM

m on the date stated above, and to the best of my knowledge, from the couses stated.
22c. DATE SIGNED

. r mln) 22b. DRESS
W [Loee - z - a2 Vite |3-P63
23a. BU CREMATION, | 23b. DATE . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} . [State)

vt o i Marehi 1o, /‘7&;3 Old Bonne fﬂ!—ké’@émé‘l&'k{ BﬁnﬂeEf'he Missour;

24. FUNERAL DIRECTOR DDRESS 25. DATE RECD. BY LOCAL REG. | 26. STRAR'S SIGNATURE

Beyt L. Bcuel— Lfac{wooc/ Mo . %M) ﬂlm_

(L d Embal it on R,avcru Side}

MEDHCAL CERTIFICATION

D=ath occturred at—

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO,




i "r_.-.'.._"}.,_‘_"ﬁ-._;-.;;-"-f_-_ o SN

STATEMENT BY LICENSED EMBALMER

1 heﬂ.;by' cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Studer'\'r Embalmer No.

working under my personal supervision. @
Student _ Slgned / éﬁ/pﬂf/

-Sigmﬂarwof Student Embalmer ML

Licensed Embalmer N

Nofe: The above MUST BE. SIGNED BY THE: LICENSED EMBALMER in his OWN HAND' RITING (Fallure to oornply
with.the above constitutes: grounds for revocation of ||cense) :

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is noi ambalmed fact.should be so stated .above.

N R
5.

PERCE R




